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Introduction
In South Africa, as in many parts of the world affordability is a barrier to gaining access to quality pharmaceutical therapies. [1] Regulating pharmaceutical markets is one method used by policy makers to achieve savings. [2] Carone, et al. indicated that promoting the use of generic medicines was one cost-effective attempt at price control and containment. [2] Other methods include creating a transparent pricing system for medicines (a key strategic imperative of the South African National Department of Health (NDoH)), regulating reimbursement for dispensers, controlling wholesale and intermediaries margins, and fixing and publishing the manufacturer price of medicines. More complex methods include health-technology assessments to ensure cost-effectiveness of new pharmaceuticals, and rational use of medicines to control public budgets. [3] With the introduction of democracy in 1994 the new South African government was faced with high medicine prices in the private sector, which included a 29.9% (1994) spend of all claims reimbursed on medicines. [4] In 1996 the Government introduced the National Drug Policy outlining among other policies, the intention to establish a pricing committee to regulate medicine prices, create transparency in the pricing structure from manufacturer, wholesaler, distributor and providers of service, as well as to ensure a non-discriminatory pricing system. [5] The Medicines and Related Substance Control Amendment Act 90 of 1997, implemented on 2 May 2003, banned the offer of discounts and rebates to patients and healthcare providers (bonusing section 18G) and establishing a pricing committee (section 22G). [6] The pricing committee made recommendations to the Minister of Health to implement the Single Exit Price (SEP) in 2004, effectively moving the private sector from a free market to a regulated environment. [7] The components of the single exit price include the ex-manufacturer price combined with the logistics fee (as determined by the manufacturer) and Value Added Tax (VAT). [8] The SEP for each medicine in the market in 2004 was a mandatory declaration of the weighted average of all 2003 sales after taking into account all discounts and off-invoice rebates. [9] Further, the 1997 amendments to the Medicines and Related Substances Act in terms of section 18A, prevented pharmaceutical manufacturers from offering discounts and or rebates. [7] The SEP is the only price available in the private sector across the country before the addition of the regulated dispensing fee to the end user or patient. There is an annual regulated adjustment and the regulation applies to all registered medicines and Schedule substances as per the Medicines Act except those classified in the Schedule zero category which has been specifically exempted by the Minister from the pricing regulations. The SEP regulation excludes the Government or public sector where a tender process applies.
Sound pharmaceutical policies contribute to a country's socio-economic development and the country needs economic growth for healthcare systems to perform well. [10] This further requires strategic long-term planning, effective regulations to ensure minimizing inefficiencies and unnecessary mark-ups in the supply chain and best possible pricing models to ensure access. Policy makers are aware that savings can be achieved with generic medicines, without compromising quality, if pharmaceutical markets are properly regulated. [2] It is suggested that countries need to examine their regulatory framework and look at trends that may limit the potential for savings by inadvertently encouraging higher priced generics. [11] Seeley and Kanavos stated that the number of generic entrants is not a predictor of lower generic prices, but the market does need a significant number of entrants to impact the competition. [11] Countries like Canada, also cap the price at which generics enter a market as a policy option. Canadian provinces followed the Alberta model for pricing of generic drugs, a model suggested by academics Cambourieu, et al.
[12]; Hollis, [13] ; Hollis and Grootendost, [14] . In April 2014, Alberta introduced their generic policy where new generic entries start at 70% of the brand if there is only one generic entrant, and then subsequent generic medicines that entered the market were priced at 50%, 25% and 18% respectively of the originator. [14] The first generic entrant keeps the advantage for one year after which the 50% price applies. The savings through agreements with manufacturers using this model is expected to be $3.8 billion over three years to all payers.
Hassali, et al. recommended that the main policy to promote generic medicines needs to be supported by complementary policies both to facilitate its implementation and also to overcome the barriers that hinder its effectiveness. [15] The policies promoting generic substitution is seen as means to contain pharmaceutical expenditures and are often at the forefront of yielding significant cost saving. [2] Very little is known about using pricing policies as a means to contain generic medicine prices. South Africa has done so, yet no published information exists regarding the impact of pricing policies that were implemented post democracy.
Aim of the study
The aim of the study was to examine the impact of the regulatory change, the SEP, on a basket of generic medicines from 1999-2014. The study went further to compare the difference in impact to the basket of the originator and generic medicines.
Methodology
The interrupted time series (ITS) was used in this longitudinal pharmaceutical policy evaluation method in studying the impact of legislative changes on pricing of generic medicines in the South African private market. A quantitative analytical approach was used in this study. [16] Longitudinal trends were compared before and after the introduction of policy changes. The research tracked annual price changes on a basket of products five years before regulatory changes (1999) (2000) (2001) (2002) (2003) and then measured annual price changes over the next ten years (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) , following the intervention, namely, the Single Exit Price (SEP) of medicines.
The segmented linear regression was used for the interrupted time series analysis (ITSA). This divides the time series into pre-and post-intervention segments. As the regulations were introduced in 2004 (a year after the Act) and became immediately implementable, 2004 was chosen as the intervention between segments. The linear regression model has two parameters, the change in level and the change in slope. The difference between the two segments was quantified by testing the change in these two parameters. It must be noted that the pricing intervention was scheduled to come into effect one year after promulgation of the Act, hence the use of 2004 as the intervention point with data being collected on the 31 December of each year. [17] Commonly used data source for time series is cost data obtained from pharmacy dispensing files, claims data, and other routinely collected data. SEP prices of medicines listed were obtained from the computer vendors responsible in maintaining price files for pharmacy and verified through the pharmacy dispensing systems spanning the period 1999 to 2014. The Government medicine price database [18] , was created after the introduction of the SEP, and only exists post the intervention and therefore could not be utilized. It was also important to utilize a single complete data source to ensure accuracy of results.
Pricing data for the medicines being studied could not be obtained before 1999 in the country and was identified as a limiting factor. Stata (13 MSI) (StataCorp LP, College Station, TX, USA), a statistical package was used to analyse the data, generate the necessary variables, compute the statistical analysis and produce the necessary graphs. [19] To ensure unbiased estimation, stationarity and autocorrelation were taken into account as observations over time are correlated. Autocorrelation and stationarity were therefore tested and corrected for, if present, using autoregressive moving average (ARIMA) models. The following formula was used to calculate the limits used to define outliers in the data set for each of the three categories:
Upper limit : Q3 þ ðIQR x 1:5Þ
Lower limit : Q1 À ðIQR x 1:5Þ Anything outside of the calculated limits was identified as an outlier and excluded from the data set. Once the outliers were excluded, descriptive statistics were performed on the three data sets including calculations of the mean, standard deviation, and inter-quartile range (IQR). The descriptive statistics are presented in boxplots.
Selection of the basket of products
A basket of fifty (50) originator medicines were chosen implementing the WHO/HAI methodology. [20] The maximum number of generic molecules were chosen with a history of pricing from 2004 resulting in at least three to four generics per originator medicine with a total of 136 generic medicines being examined.
The Global Core of fourteen items (14) originator and forty six (46) generics allows for international comparison, a Regional Core of fifteen (15) originator and forty two (42) generics items allows for regional differences in medicine usage whilst still enabling comparison across countries and the twenty-one (21) originator and forty eight (48) generic medicines from a supplementary list selected for their local importance [20] completed the basket. The May 2016 update on the WHO/HAI [21] methodology removed the Regional Core and replaced it with thirty-six (36) medicines. This study used the original method as the investigation period covered 1999-2014. Further, since the regulations affected mainly the private sector in South Africa, an assessment of the top 50 medicines dispensed by volume in the private sector (IMS Health) in 2014 was taken into consideration. This data was sourced from IMS Health and used in the supplementary list. Consideration was also given to the list used in the 2004 study by Xiphu and Mpanza [22] for further comparison. Once the 50 medicines were selected, the originator and generic product was listed together with the strength, form, packsize and National Pharmaceutical Product Index (NAPPI). The NAPPI code is a unique coding system used in South Africa. This allowed ease of reference when pricing was compared from different data files. Any price change listed on the data file in December of each year was captured.
Results
The results of the interrupted time-series analysis (ITSA) for three groups of medicines listed as Global Core, Regional Core and Supplementary are presented in Tables 1, 2 and 3 respectively. The total number of molecules included in the three baskets were 186. Of this, 65 molecules had insufficient data either being withdrawn before the end of the study or introduced later in the study period. The global core in Table 1 contains the data for 43 molecules (14 originator, 29 generics). Of the fourteen (14) original molecules ten (10) showed a statistically significant (P<0.05) change in level with twenty-five (26) of the twenty-eight (28) generics showing a statistically significant change in level (P<0.05). The level change indicated an immediate decrease in the medicine price on the introduction of the regulation in 2004. 65.12% of the molecules showed a statistically significant (P<0.05) change in slope indicating that the policy will continue to benefit medicine prices over time. Table 2 contains the data for the regional core basket of 40 molecules (14 original and 26 generics). Of the 14 originator molecules 11 showed a statistically significant change in level (P<0.05) with seven showing statistically significant change in slope. Twenty-three (23) of the 26 generics showed a statistically significant change in level (P<0.05) with 16 showing statistically significant change in slope.
In the 38 molecules analysed in the supplementary basket 31 showed statistically significant change in level (75.60%) and 26 (63.4%) showed statistically significant change in slope.
The boxplots of percentage change in level for each category of medicines are reflected below. For the Global Core (Fig 1) the percentage change ranged from 2.45%-39.12% (mean = 19.87%, SD = 10.62% IQR = 10.2%) for the originator medicines and 18.50%-91.5% (mean = 62.46%, SD = 18.64%, IQR = 24.81%) for their generics. The range for the Regional Core (Fig 2) was 1 .77%-42.17% (mean = 23.38%, SD = 12.43%, IQR = 15.65%) for the originator medicines and -0.70%-78.03% (mean = 44.62%, sd = 23.04%, IQR = 37.41%) for their generics. The Supplementary list (Fig 3) was -11.68%-55.86% (mean = 22.97%, SD = 16.26%, IQR = 17.34) for the originator medicines and 9.78%-78.49% (mean = 48.37%, SD = 19.44%, IQR = 27.53%) for their generics. The negative values in the minimum reflects an increase in price (positive change in level), and all calculations excludes outliers.
Three trends emerged from all the medicines examined as can be seen from Table 4 and Figs 4, 5 and 6.
Trend 1
A visual inspection of the interrupted time series graph (see Fig 4) for Sandoz-Glibenclamide indicates that the medicine prices prior to 2004 showed a year-on-year steady rate of increase . In addition, the average rate of increase before the regulation was higher than the average rate of increase after the regulation as indicated in the change in slope (-0.41 (P = 0.000) [CI 95% (-1.59--0.28)]. The Adjusted R-Squared for Sandoz-Glibenclamide is relatively high at 99.77% indicating that the fitted value closely correlates to the observed prices. The P-Value is 0.000 indicating that there is a high probability of a significant difference in price of the medicine after the policy intervention.
Trend 2
In trend 2 medicine prices were already decreasing prior to the intervention in 2004 as is evident in the visual inspection with Mylan Captopril 25mg (see Fig 5) . The average rate of decrease before intervention of Mylan Captopril was ZAR 0.052 per year(P = 0.000) [CI 95% (-0.067--0.037)] reflected in the slope. After intervention the medicine saw a price reduction as indicated by the change in level of -0.612 (P = 0.000), [CI 95% (-0.669--0.555)]. The average price increase after the introduction of the intervention in 2004 as opposed to a decrease is reflected in the change in slope of ZAR 0.061 [CI 95% (0.045-0.076)]. The slope change in Trend 2 indicates that the medicines will lose most of their gains over time.
Twenty-eight (28) of the generic medicines studied in the three baskets followed the pattern in Trend 2. Twenty-six (26) of these medicines showed a further drop in price after the intervention with only two showing an immediate price increase in 2004. Two medicines Cifloc 500mg tablet and Cifran 500mg tablet, the only two available generics to Ciprobay 500mg tablet at the time, showed an increase in 2004 following almost an identical pricing trend to each other during the study period.
Trend 3
Three (3) generics in the basket, Glycomin 5mg tablet, Aspen Ceftriaxone 1g injectable vial in the global core and Cardifen 10mg tablet in the regional core initially followed those in trend ITS graphs for all three molecules reflect that the manufacturing companies may have applied for a price reduction normally related to competition or stock issues. Trend 3 is illustrated using Glycomin 5mg tablet (Fig 6) . The Adjusted R-Squared for Glycomin 5mg tablet is 89.22%. The P-Value is 0.000 indicating that there is a high probability of a significant difference in price of the medicine after the policy intervention. The price reduc- Isosorbide 
Discussion
In the WHO Guidelines on Country Pharmaceutical Pricing Policies [21] , it is suggested that a gap exists in the quantitative assessment of the impact of policy change on generic medicines in LMICs. Countries enforcing a pro-generic policy should put in place a monitoring and evaluation programme to track data before and after a policy change using an experimental or quasi-experimental design so that if the policy has not provided the intended result it should be reviewed. [21] A number of policies exist to promote the use of generics and/or lower medicine prices. Many countries facilitate easy market entry, promote substitution by dispensers, introduce Pricing policy evaluation for South Africa for generic medicines international reference prices, promote competition in the market, and encourage use of generics amongst providers and consumers. [21] One of the key contributors to generic use is the assurance of quality and South Africa performs this adequately through its medicine Pricing policy evaluation for South Africa for generic medicines regulatory authority (previous Medicine Control Council (MCC)-now South African Health Product Regulatory Authorities (SAHPRA)). Generic entry is also encouraged where there is a transparent pricing system. [23] The price of originator medicines internationally are two and a half (2.5) times more than their lowest priced generics. [24] In LMIC this difference could be more than 10 fold. [25] If we examine the Global Core the difference in price is 4.29 times lower than the originator prior to 2004. Directly after the introduction in 2004 of the SEP the difference between the price of the originator molecule and their cheapest generic showed a 11.1 fold increase in South Africa, in line with Cameron and Laing (2010) [25] suggestion for LMICs. Bangalee, et al. revealed in their study on cardiovascular drugs a 40% difference in prices of generics against the branded versions, [7] and this is confirmed in the pre 2004 comparative in this study (42.9%). This study further suggests that the introduction of the SEP increased this differential, at least in the global core basket, to 111%. This supports the observation by Bangalee and Suleman (2015) that originator companies do not engage in price competition. [7] This may also provide a reason for eight (8) of the fifty (50) originator molecules being withdrawn after 2004. Pricing policy evaluation for South Africa for generic medicines Veena, et al. in India suggested that branded medicines are 30%-200% more costlier than generics. [26] Cameron, et al in their study of middle to low income countries concluded that for the medicines studied, an average of 9% to 89% could be saved by individual countries in the private sector with the change from originator to lowest-priced generics. [27] A Nigerian national survey of 129 medicine outlets where 34 prescription medicines were investigated consumers paid up to 64 times the international reference price. [28] Medicines as indicated in trend 2 were already on a downward slope prior to the regulations. This may well be related to pressure on manufacturers to have their medicines listed on preferred formularies with medical scheme payers in the private market or to meet the Maximum Medical Aid Price (MMAP), a common tool used in South Africa to reimburse medicines. Other factors to consider may be the entry of other generics that create competition, or in preparation for the anticipated regulatory changes, which was in discussion in South Africa a few years prior to the 2004 implementation when draft regulations were published some seven years earlier. [29] While most medicines post the intervention took the Government regulated prices increases on a yearly basis, some as in Trend 3 tended to have an average decrease in price over the study period. This was also true for medicines in the data set that could not be fully assessed because of insufficient pre-2004 data (reflected in the supplementary files on the ITSA analysis). Manufacturers of these medicines opted to take one or more voluntary price decreases during the study period. This may have been necessary to fall in line with other similar priced molecules especially if their initial declaration/disclosure prior to 2004 was an overestimation compared to their competitor, introduction of competing medicines in the same generics, stock issues such as over production and short expiry, or pressure in the reimbursement models from medical scheme.
Both generic and originator medicines in the study showed an immediate price decrease in most medicines, a lower yearly increase as compared to yearly increases prior to the regulations and a possible saving due to price reduction over the study period. This is in direct contrast to the Moreno-Torres [30] which concluded that twelve of sixteen pricing interventions introduced in Spain were not effective even in the short term and four were not impactful. This study indicates that the SEP regulation had an impact on both originator and generic medicine pricing in South Africa immediately after introduction and continued over the study period.
There is no doubt that generic penetration creates a saving in any healthcare system but this is dependent on the price levels that the generic is set at and the differential between the originator and generic medicine. [11] Seeley and Kanavos in their examination of seven OECD countries (United States of America(US), France, Germany, Italy, United Kingdom (UK) and Canada) suggested that generic penetration varies significantly and could be improved especially in Italy and France where it appears to be the lowest. [11] Spain and Canada exhibited average levels while the US, UK and Germany showed the highest levels of generic penetration. [11] According to Kaplan et al (2016) [31] , many European countries set the price of a generic at a specific percentage lower than the originator product, and indicate that countries with generic link policies have lower prices compared to countries that do not. Vogler et al. [32] investigated prices of medicines that were likely to contribute to high expenditure for the public payers in high-income countries. Information on the ex-factory price data of 30 medicines in 16 European countries was collected in April 2013. There were considerable differences in medicine prices, with 53% of the medicines surveyed having a unit ex-factory price (median) above 200 Euro. The price differences between the highest-priced country and lowest-priced country ranged between 25% and 100% for two-thirds of the medicines. The mainly lowpriced medicines had higher price differential up to 251%.
Generic product sales accounted for 30% of the total pharmaceutical sales in South Africa in 2012. [33] Generic utilization rates (generic items claimed as a percentage of total items claimed from one pharmacy benefit manager in South Africa) in 2013 reached 54.5% in the private sector. [34] Vogler, [35] and Maisonneuve, [36] suggested that generic use can be attributed to countries policy implementation e.g. number of generics, prescribing practices and market structures. Strict regulation of medicine prices may contribute to lower penetration of generic medicines into markets. [37] This may be due to the reduced profitability and the inability of generics to cover their cost of market entry. [38] The impact of the combination of the SEP policy, with the mandatory offer of generic policy is largely unknown, in terms of both price transparency and generic penetration. There is clear indication in this study that the SEP regulations had a greater impact on generic medicines than it did on originators. Using the global core as an example, the basket of generic molecules showed a markedly better average percentage decrease in level than the originator basket; showing a 42.66% difference. Seventy-five percent of the generic molecules decreased in price by more than 52.32%, while twenty-five percent of the generic molecules showed an even greater decrease of 77,13%. Half of the generic molecules showed a decrease in price between 52.33-77.13%, while the bulk of the originator molecules only showed a decrease of between 14.79-25%, indicating that the generic basket performed much better with the implementation of the 2004 price change regulations. This is also true for both the Regional Core and the Supplementary baskets as reflected in Figs 2 and 3 which reinforces the observation that originator companies do not engage in price competition. [7] Certain limitations of this study must be considered. The first is the limited data available prior to implementation of the regulations. Bernal, et al. [39] suggest that there are "no fixed limits regarding the number of data points". The power depends on "various other factors, including distribution of data points before and after the intervention, variability within the data, strength of effect, and the presence of confounding effects such as seasonality". [27] If the data was done every quarter it would have produced 20 data points over 5 years. Medicine prices in South Africa tend to be stable year-on-year. In viewing the data in the database, we found that the price was stable over four quarters in majority of the medicines. Hence the need to select a single reference point and access the price at that point.
In inspecting the visual results, a recommendation by Bernal, et al., it can be seen that the trend before intervention does not show drastic changes. There is also a clear differentiation between the pre-and the post-intervention period with a well-defined period of implementation-in this case an immediate change. [27] The last limitation is the linear trend assumed by the segmented regression model that was used. [16] 
Conclusion
Further studies need to be done to determine availability and access [40] and possible negative impact of this type of pricing model. Price comparative to international markets may be required to benchmark the introduction price and this could, especially in the originator market, influence the price setting of the SEP. After 14 years of pricing regulations more studies need to be performed on reasons for the introduction of the many generics after 2004, setting of the SEP prices and its international comparisons, influence of reference pricing in the private market, the price of medicines in a single market system as compared to the private/public system in South Africa.
Using the Interrupted Time Series in this study we can conclude that the data reflects a decrease in medicine prices with possible savings having been achieved through the introduction of the SEP regulation in both the originator and generic markets in the private sector in majority of medicines. Despite the limitations highlighted under discussion this study provides evidence of the impact of medicine pricing intervention from a middle-income country, and useful lessons can be drawn by other developing countries looking at introducing medicine price controls. 
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